Background: The prevalence of hospital-based palliative care has been largely anecdotal as an increasing service being provided and there is a need to understand what trends can be analyzed with Medicare data. Objective: To compare 2 methods of identifying hospital-based palliative care in the Medicare population in Colorado. Study Design: Through Medicare claims data and phone surveys, we ascertained the presence of hospital-based palliative care services, number of patients receiving palliative care, and number of care visits provided during the previous year. Data Sources/Study Setting: Data were collected from every Medicare-certified hospital in Colorado during 2008 and 2013. Measurements: We measured the presence of hospitalbased palliative care teams and their average number of consultations through a phone survey and cross-referenced using a v-code modifier of Medicare claims indicating a palliative care consult visit. Results: The number of hospital-based palliative care consultations increased five-fold from 2008-2013, and Medicare claims under-counted the number of these consultations compared to phone surveys. Conclusion: The systematic measurement of palliative care nationally is a key priority. More evidence is needed from other states to better understand the usefulness of Medicare claims in this effort.
Introduction
The availability and use of palliative care-specialized medical care focused on relieving the symptoms and stress of serious illness-and its impact on patient and system outcomes are key issues as the conversation about end-of-life treatment expands, in both cultural and policy terms. 1 Since 1983, the Centers for Medicare and Medicaid Services program has paid for large amounts of palliative care through its hospice benefit. However, while all hospice care are palliative, not all palliative care fit into the hospice benefit's 6-month prognostic window and is often best offered earlier in the disease course. 2 The Medicare program has no specific palliative care benefit outside of hospice, but the provision of such care can be covered by Medicare through the part A and part B benefits under evaluation and management codes, and there is a palliative care code modifier that can be entered on any claim that denotes the purpose of the care to be palliative in nature. We address 2 key questions-first, how much palliative care is being provided in hospitals? Second, how useful are Medicare claims at identifying and characterizing such care?
If Medicare claims are a useful tool for identifying the prevalence of palliative care, then claims data would allow a national assessment of palliative care use in the fee-forservice Medicare program. Since payment for palliative care services is not affected by the placement of a palliative care modifier, there is a reason to believe that it is not commonly included in Medicare claims. However, the degree to which claims may undercount the true prevalence of palliative care is an empirical question that we attempt to address by comparing 2 sources of information on prevalence of such care. We build on previous work that examined how well Medicare claims identified Alzheimer disease including the use of multiple sources to identify patients with this condition.
Methods

Data Sources/Setting
The goal of this study was to compare 2 different methods of identifying the presence of hospital-based palliative care programs-Medicare claims and a phone-based survey. The unit of analysis was all Medicare-certified hospitals in Colorado. The intersection of these 2 methods was used to estimate the sensitivity and specificity of using Medicare claims to identify hospitalbased palliative care in the fee-for-service Medicare population. The 2008 phone surveys were conducted from March 2008 to August 2008 for the previous year; the 2013 phone surveys were conducted from March 2013 to August 2013 for the previous year. All Colorado hospitals were called to identify the key palliative care contact, who in turn completed the brief phone survey. These surveys were considered the "gold standard" in terms of complete and accurate information for palliative care services that were both available and provided. The survey used snowball sampling in that participants were asked to identify other palliative care providers in the community, thereby attempting to identify all known palliative care providers in the state.
Design/Data Collection
We ascertained whether the hospital had a palliative care service in 2008 and 2013 using the following 2 methods-(1) we conducted a phone survey at every Medicare-certified hospital in Colorado to identify whether the hospital had a palliative care unit, how many patients received such care, and how many cumulative palliative care visits were provided by the hospital and (2) we examined Medicare claims for occurrences of the V66.7 billing code and used this code to identify hospitals with at least 1 such claim as well as the unique number of patients receiving care that had the claim and the cumulative number of claims. Of note, International Classification of Diseases (ICD)-9 used V66.7 to indicate an "encounter with palliative care" and was used for this study; ICD-10 updated the V66.7 code to Z51.5 on October 15, 2015.
Defining Palliative Care
For the 2008 study, we used the definition of palliative care from the Colorado Center for Hospice and Palliative Carepalliative care is the active, interdisciplinary comfort care of individuals whose condition may not be responsive to curative treatment; it seeks to achieve the best quality of life as determined by each patient and family; and it focuses on aggressive control of pain and other physical symptoms and on the patient's/family's emotional, social, and spiritual priorities.
In 2013, we used the definition from the Center for Improving Value in Health Care: "palliative care is a specialized medical care for people with serious illnesses. This type of care is focused on providing patients with relief from the symptoms, pain, and stress of serious illness, whatever the diagnosis. The goal is to improve quality of life for both the patient and the family. Palliative care is provided by a team of physicians, nurses, and other specialists who work with a patient's other health-care providers to provide an extra layer of support. Palliative care is appropriate at any age and at any stage in a serious illness and can be provided together with curative treatment. Palliative care helps to achieve the Triple Aim by improving patients' quality of life and family satisfaction and well-being and by reducing utilization and costs by helping patients choose treatments that are more in line with their goals. Center for Improving Value in Health Care recognizes palliative care as a highly effective interdisciplinary model to be emulated by the entire health-care delivery system." Why would hospitals not record V66.7 on a claim that provided care of a palliative nature? First, Medicare claims are primarily payment records, whereas our research aimed to evaluate how useful such claims are as an epidemiological tool. We found a serious undercount of palliative care using claims when compared to the phone survey. It is unclear whether the undercount is systematic across geography (rural/urban), size or type of hospital, or end-of-life care delivery system in an area. This uncertainty indicates a need to better understand the usefulness of Medicare claims for estimating the prevalence of hospital-based palliative care. Second, hospitals do not receive more payment for coding a service as palliative, so there is less incentive to record it as such. However, there may be some nonfinancial reasons for a hospital to actively code care that is palliative in nature, as it may impact the risk adjustment/ hospital mortality metrics of a facility. Third, it may be unclear to the billing office whether it is appropriate to include the V66.7/Z51. 5 nationally is a key priority in order to identify the value of such care in meeting patient needs as they decline in functional status. More evidence is needed from other states to better understand the usefulness of Medicare claims in this effort. Medicare began paying for Advance Care Planning on January 1, 2016, and since explicit payment is provided, we expect this code to be more commonly used across inpatient and outpatient settings to best outline goals of care in advance of acute hospitalizations when it is much more difficult to address care preferences. In the future, assessment of the degree to which this code can serve as a proxy for the initiation or continuation of palliative care using Medicare claims is a priority. 
